Introduction

E
mergency Department is the the most challenging place for reliable and efficient evaluation in identifying patients with life threatening conditions. Initial triage consists of identifying patients with low risk, who can be safely discharged immediately. Unfortunately, clinical presentation, traditional risk factors, clinical risk scores or diagnostic tests allow for a safe initial triage. 1 On the other hand, organizations of EDs are different between countries, hospitals and doctors. Patients may be seen by cardiologists, ED specialists, internists, neurologists, surgeons. Diseases of heart, aorta, lung, esophagus, stomach, mediastinum, pleura and abdominal viscera may all cause chest discomfort (2) . Chest pain is the second common complaint in Emergency Department in United States (3) . Differential diagnosis of chest pain is dependent of clinical presentation, ECG, available diagnostic tests, but sometimes life threatening con ditions can be unrecognized.
Our patient had two diseases, presenting with mild chest pain and sharp pain in thoracal and lumbosacral spine because of herniated disc Th12/L1 and L5/S1 and life threatening condition -aortic dissection.
Case report description: Patient, 61 years old, was admitted to ED because of unconsciousness for 1 minute at admission day. In a previous medical history, he had arthritis in the thoracic and lumbosacral spine, with herniated discs Th12/L1 and L5/S1. From time to time, he had slow-onset pain between shoulder blades, in lower back, a joint between the spine and the pelvis. But, sometimes there was a sharp pain in this areas, and the patient couldn't stand up for a weeks. At first, he was taking nonsteroidal anti-inflamatory drugs (NSAIDs) and corticosteroids, but pain didn't relieve significantly. Instead of them, often, he used opioid analgesic -Tramadol hydrochloride, and sometimes for the sharp pain he was using combination of Tramadol hydrochloride and Acetaminophen. Also, he had arterial hypertension, controlled by antihypertensive therapy (Bisoprolol, Ramipril). 7 days before admission, during physical work, patient had mild chest pain, and a sharp pain in back between shoulder blades, both arms, and the pelvis with a exhaustion, swelter and weakness especially of the legs. He couldn't stand up, and he took Tramadol hydrochloride, as he usually did. Pain decreased in intensity, but he had dizziness. During the following days he was taking Tramadol two times`a day, pain intensity and weakness decreased, but were still present.
Physical examination: patient was pale, with rhythmic heart beats, symmetrical, thready pulses of radial and femoral arteries, normal breathing sounds, stomach was without peritoneal reaction. ECG: sinus rhythm, 70 beats per minute, incomplete right bundle branch block (Fig 1) . Oxygen saturation was 99%. Blood pressure on right arm was 80/50mmHg. At first, possible differential diagnosis were: overlapping exacerbation of herniated discs in thoracic and lumbosacral spine and suspected acute coronary syndrome. Neurological examination showed positive Lazarevic sign (straight -leg -raising), tenderness over the sciatic notch, and confirmed acute lumbosacral herniated disc. Cardiospecific enzymes (CKMB 19 U/L Korespodent assist. dr Rada Vucic, tel: 0631123610, email: rada.vucic@gmail.com
In this study we presented a patient with a chest pain, pain in thoracic and lumbosacral spine, which we supposed that they are consequence of earlier diagnosed herniated disc in thoracic and lumbosacral spine, but they masked clinical picture of aortic dissection. Pain lasted a few days, but patient had dizziness too. At admission day, patient had unconsciousness 1 minute. At first, we suspected on exacerbation of arthritis in thoracic and lumbosacral spine and possible acute coronary syndrome. Exacerbation of herniated discs in lumbosacral spine was confirmed, acute coronary syndrome was excluded, and further evaluation confirmed diagnosis of aortic dissection De Backey type 1 with pericardial hematoma which was treated by surgery. chest pain, herniated disc, aortic dissection (normal range <25 U/L), troponin 0.027 (normal range <0.04ng/ml)) were negative (twice).
Chest radiography showed mediastinal widening, indicating possible acute aortic syndrome. Difference in the blood pressure between the arms wasn't greater than 20mmHg. Laboratory: D dimer was high 5.4 (normal range <0.5ug/ml FEU), leukocytes 12 x10 9 (normal range 3.7-10x10 9 ), low hematocrit 0.3 (normal range 0.415-0.53x10 12 ), low haemoglobin 106 g/L (normal range 138-175 g/L), high platelet counts 600x10 9 (normal range 135-450x10 9 ), urea nitrogen 19.0mmol/L (normal range 3-8 mmol/L) and creatinine 120 umol/L (normal range 49-106 umol/L). Echocardiography showed acute aortic dissection presenting with pericardial effusion (with pericardial hematoma), dilated ascending aorta with intimal flap in ascendant and abdominal aorta (Fig  2) . Multi -detector computed tomography confirmed Figure 1 . Electrocardiography: sinus rhythm, in complete right bundle branch block aortic dissection type I (from ascending aorta, through thoracic and abdominal segment) (Fig 3) . Patient was sent to Cardiosurgery Department in Clinical Centre Serbia, immediately after confirmed diagnosis, where he was operated at the same night (resection of ascending aorta with interposition Dacron graft). One month later, pericardial effusion was still present with fibrous components (Fig 4) , and after two months, patient didn't have pericardial effusion (Fig 5) . Now, patient is alive, he comes for cardiology control every six months.
Discussion
Our case report shows patient with arthritis and herniated discs in thoracic and lumbosacral spine, interfering with life-threatening condition, aortic dissection. Diagnosis of arthritis was confirmed a few years earlier, and now neurology confirmed exacerbation of disease. Other symptoms, weakness, especially in legs, dizziness and hypotension could be explained as a consequence of Tramadol use, but patient had unconsciousness for 1 minute at admission day, which requested further evaluation for concomitant diseases. Neurological examination excluded other ne urological diseases. According to previously reported stu dies, con- sciousness and ischemic paresis occur in 40% of patients with proximal aortic dissection, but in our case it overlapped with arthritis and herniated disc in lumbosacral spine. 4 Aortic dissection is a rare cause of chest pain. Inciden ce in general population is 2.6-3.5 per 100,000 persons. 5 According to previously reported study, 22 % of patients with acute aortic dissection die before reaching the hospital and 30 % die during hospital admission. Increasing in incidence is more pronounced in men (52 %) compared with women (28 %) in the last 30 years. 6 Hospital mortality is 25,1 % according to International Registry of Aortic dissection Investigator reports in operated patients with acute type A aortic dissection. 7 The 30-day mortality is lower in operated compared with non-operated patients, irrespective of age, sex and diagnosis, and is decreased from 25% to 13% in last 30 years. 6 Any delay in diagnosis of acute aortic dissection increases mortality, but sometimes clinical presentation can be atypical and various, regarding of localization of dissection, complications and concomitant comor bi dities. According to patient anamnesis, he had all sym ptoms earlier, except mild chest pain 7 days before admission during physical work, at the time when all other symptoms started. Our investigation was directed to chest pain. Differential diagnosis of chest pain includes acute coronary syndrome, chest wall pain, gastro esophageal reflux disease, panic disorder/anxiety state, peri carditis, pneumonia, heart failure, pulmonary embolism, aortic dissection. 8 Patient had symmetrical, thready pulses of radial and femoral arteries, no difference in the blood pressure between the arms, and arterial hypo tension could explain such findings. ECG was without changes, but there are no specific changes indicating acute aortic dissection. 31 % patients with acute aortic dissection have normal ECG. 5 0.1-0.2 % of this patients could have ST elevations. 9 We performed laboratory analyses for the most common etiology of chest pain, acute corona ry syndrome, but cardiospecific enzymes were negative. In some patients with acute aortic dissection troponin levels can be high and this confusion could result in a catastrophe.
10 D dimer may be used as an exclusive method to role out pulmonary thromboembolism and aortic dissection, and we performed this analysis, but after negative cardiospecific enzymes (11) . Hemoglobin and hematocrit were low and platelet were high because of blood loss, high urea nitrogen and creatinine indicate aortic dissection and renal artery involvement. After performed chest radiography and laboratory analysis, evaluation was oriented to possible acute aortic dissection. Further diagnostic procedures helped us to find out right diagnosis. Echocardiography showed acute aortic dissection, with pericardial hematoma, indicating that the presence of aortic dissection was earlier than admission day, probably 7 days earlier, when pain started. Echocardiography is initial modality in the emergency, and can be very useful for evaluation of ascending aorta, pericardial effusion and left ventricular function, 12 and on our case this was diagnostic method of verification for aortic dissection. However, negative echocardiography does not rule out aortic dissection and other imaging technique must be considered.
10 MDCT has high sensitivity and specificity for its evaluation, and is therefore the most often used modality.
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Conclusions and implications for clinical practice
Clinicians must be aware of aortic dissection, because of its multiple clinical presentations, not only imitating, but overlapping with other diseases. 
